Bulford, aged 56, came up for examination of an injured wrist. He had an impacted fracture of the left radius in good position, but on X-ray examination the hand held six large shots. Comment on these showed that they had been received about twenty-five years ago. The man's wife volunteered that there were so many in the other arm (the right) " that they rattled about like a bird singing." This seemed to be worth investigation. The sound, or sensation, had been noticed for about two years. Inspection showed a large pulsating swelling in the arm just below the anterior axillary fold and in the line of the brachial artery. It was increasing in size, but was not painful. 'Trie swelling was soft and compressible, and pulsated regularly. A thrill was easily felt which was a continuous one, but which had a systolic increase of intensity. The swelling could be traced into the axilla, and a soft, pulsating swelling was found beneath the right clavicle. Here a similar thrill could be felt, but it was less marked than in the arm. Pressure on the subclavian artery above the clavicle caused a collapse of both swellings and a cessation of the thrill. Release of the pressure caused the swellings to fill up slowly, but they required several pulsations to become as full as before. Pulsation in any of the superficial veins of the arm, forearm, or thorax could not be detected. The influence of respiration on the swellings was not noted. The right 
By GILBERT KEMPE, M.D. T. A., A RANGE-MINDER, at Bulford, aged 56, came up for examination of an injured wrist. He had an impacted fracture of the left radius in good position, but on X-ray examination the hand held six large shots. Comment on these showed that they had been received about twenty-five years ago. The man's wife volunteered that there were so many in the other arm (the right) " that they rattled about like a bird singing." This seemed to be worth investigation. The sound, or sensation, had been noticed for about two years. Inspection showed a large pulsating swelling in the arm just below the anterior axillary fold and in the line of the brachial artery. It was increasing in size, but was not painful. 'Trie swelling was soft and compressible, and pulsated regularly. A thrill was easily felt which was a continuous one, but which had a systolic increase of intensity. The swelling could be traced into the axilla, and a soft, pulsating swelling was found beneath the right clavicle. Here a similar thrill could be felt, but it was less marked than in the arm. Pressure on the subclavian artery above the clavicle caused a collapse of both swellings and a cessation of the thrill. Release of the pressure caused the swellings to fill up slowly, but they required several pulsations to become as full as before. Pulsation in any of the superficial veins of the arm, forearm, or thorax could not be detected. The influence of respiration on the swellings was not noted. The right radial pulse was less full than, and in time rather behind, the left. A humming, low-pitched bruit, with high-pitched systolic accentuations, could be heard over the swelling. The systolic notes were conducted as far as the bend of the elbow. The complete bruit could be heard, but not so loudly beneath the right clavicle. There was no evidence of intrathoracic aneurysrmi.
The condition presented most of the points necessary for a diagnosis of brachial arteriovenous aneurysm. It was rapidly increasing in size, even while the man was in bed and under observation. It was decided to sever the communication and to restore the ordinary state of the circulation.
A dissection showed a communication between the upper part of the brachial artery and the inner of the venam comites. The communication was not direct, for a small but distinct bulb, of the size of a cranberry, intervened between the vessels. We were therefore dealing (speaking strictly) with a varicose aneurysm. The brachial and axillary arteries above the anastomosis were of the size of the conimon iliac artery, while below the artery was of normal size but very tortuous. The median nerve and the other concomitant vein lay on the outer side of the artery. The enormously distended vein lay to the inner side of the anastomosis and was pouched below, formiing a kind of cecum. The ulnar nerve ran across this cmcum, depressing it, and closely adherent to it. My friend Dr. Thornton has admirably depicted the condition found. The parts were cleaned, and the artery and vein were clamped separately above and below the anastomosis. Special clamps were not available and Durhanm's hare-lip clamps were utilized. The little varicosity was divided transversely to its axis and a little towards the venous side. The opening leading from the artery was then closed by (1) a continuous mattress suture, after the method of Dorrance, taking up all the coats of the artery. A round needle and 000 silk were used. This part of the procedure was difficult, because the upper arterial clamp did not completely control the vessel, and small systolic spurts were coming through during the suturing. And (2) an outer row of continuous nmattress sutures taking up the outer and middle coats. Here the same sized needle and silk were used. The venous orifice was closed by an ordinary continuous suture of 00 catgut. When the clamps were removed both suture lines were found to be blood-tight, and the wound was closed. In after-treatment some mnorphia was given to relieve anxiety and to reduce blood-pressure, and of course the limb was kept at rest. I have a note of the man's condition on the day after the operation. His general condition was excellent. His right hand was warm, of good colour, not cedematous, and the right radial pulse was fuller and, in point of time, equal to the left. The subclavicular swelling, thrill, and bruit were absent. His only complaint was of some pricking and tingling pain on the inner side of his hand. We thought this was due Brachial arteriovenous (varicose) aneurysm. (From a painting by Dr. G. E. Thornton.) to the operative interference with his ulnar nerve. He was allowed up at the end of a fortnight, and then his pulse became rapid, weak and irregular, and his heart enlarged. He seemed to have some cardiac dilatation. The right pulse became weaker than the left, but at no time was there any sign of embolism, nor did the hand become cold or cedemnatous. A few days in bed improved the heart condition, and he left the hospital apparently well.
He came up to report himself a fortnight later, and said he was quite well but for the tingling pain on the inner side of his hand.
His pplse was still rapid (96). The right radial pulse was appreciably weaker than the left. A sphygmomanometer gave a systolic pressure of 120 mm. in the right arm and of 140 mm. in the left. It seemed possible that laminated fibrin had been laid down over the arterial suture, either closing the artery completely or considerably throttling it.
The PRESIDENT (Mr. G. H. Makins, C.B.) congratulated Mr. Kempe on the result of his case, which, as far as he knew, was the first in wlhich suture of the vessels for arteriovenous aneurysm had been performed in this country. The result, although excellent, was followed by alteration in the radial pulse, suggesting than an arterial thrombus had formed at the seat of suture. Further experience only could determine with what frequency this took place.
The Early Diagnosis and Treatment of Ruptured Intestine. By V. ZACHARY COPE, M.S. TRAUMATIC I;upture of the intestine without any wound of the abdominal wall, though not a frequent occurrence, is sufficiently common to call for some definiteness as to the surest guides for early diagnosis, and the best methods to be adopted in treatment. It is with the intent of obtaining some rules for guidance that this note is written.
SYMPTOMS AND DIAGNOSIS.
When the intestine is ruptured as the result of a blow on or crush of the abdomen the symptoms which ensue can be considered as due to the supervention of shock, the occurrence of peritonitis, or the presence of gas or fluid in the peritoneal cavity. Different authors have laid stress upon various groups of symptoms as inmportant in diagnosis, thus one states that pain, muscular rigidity, alteration of liver dullness and local tenderness are the chief points [12] , another asserts that continued pain, vomiting, and rigidity are the most essential [3], whilst a third denies that the presence or absence of pain is of any significance [10].
In discussing which symptoms are of most importance in the early diagnosis it must be remembered that the picture varies greatly, and
